defined, and larger and there were many more round cells. A sarcoma often ulcerated and was much softer. Growth was very rapid and if an apparent fibroma recurred quickly after complete removal it was a sarcoma. The difference between the two sections was not conclusive and the diagnosis on the section only might be fallacious.
Sir Richard Cruise said that he had in mind a case which he had watched now for two months. The first symptom was exophthalmos, slight but definite, with retraction of the lid. In about a month the patient came again and he noticed some further development in the symptoms, paresis of outward and upward movements, and again when he came after two months. Were there tumours of this slow-growing character which would produce a slow increase of symptoms of this nature. X-ray photographs, stereoscopic, revealed nothing and an oto-rhinologist had seen the patient and could find nothing wrong with the sinuses. How long would it be possible for such a condition to go before anybody but a pharyngeal expert could decide that this was not a nasopharyngeal growth, or how soon could one expect a positive diagnbsis of that nature to be made ?
Mr. Lionel Colledge said that although Dr. Godtfredsen's paper had been most interesting, those who had studied the book he had written would realize that what he had given them that evening was only a small part of the knowledge of this subject which he had accumulated. He had attacked the matter on a broad front, and had made an even greater contribution to laryngology than to ophthalmology. His classification into four groups was very important, if only because it drew attention to the fact that only in one-third of the cases were local symptoms present in the early stages. He had also described the symptoms very elaborately, and he had described a syndrome of his own. This form of disease was brought into prominence about thirty years ago by Trotter when he described a syndrome, later known as "Trotter's triad", in which there was depression of the palate, neuralgia in the lower divisions of the fifth nerve, and deafness. But Trotter described it in only 8 cases, and it only gave a very partial view of the subject, because there was a number of other important symptoms. In those days there was little to be done for the patients. If any operation could have succeeded it would have done so in Trotter's hands, but all his operative attempts were failures. The situation to-day was rather different. In at least 20 % of the cases the tumour disappeared permanently on irradiation; in a far larger number it disappeared temporarily, but during the first year or two there were a number of recurrences, and even if there was no local recurrence, a good many of the patients succumbed to fresh deposits in bone, especially in the spine. It was rather an under-statement to say that about one in five gave a lasting good result.
Histological investigation of the problem showed that in this region about half the tumours were epiblastic and about half mesoblastic in origin, a much larger proportion of mesoblastic tumours than occurred in other parts of the body. In addition, many of the epiblastic tumours were classified as lympho-epitheliomas and undifferentiated carcinomas which responded well to radiotherapy.
The highly differentiated epitheliomas gave very few good results, but their relative infrequency explained the good results of radiotherapy which was especially effective for lympho-epitheliomas, sarcomas and salivary gland 'cumours.
Dr. Godtfredsen, in reply, thanked all his colleagues in the Discussion. It had been most interesting to listen to Mr. Davis's experience. The histopathologic distribution was the same as that in his own material, but he (Dr. Godtfredsen) had not gone into the details of these questions in this paper. Sir Stewart Duke-Elder's case had similar features to many cases in his series, and if there had been time enough he could have described many difficult and tragic case histories.
In answer to Sir Richard Cruise he (Dr. Godtfredsen) said that in,a small number of cases the primary tumour had a curious submucous mode of growth during a period from six to twelve months where it was impossible to see the tumour, by post-rhinoscopic examination.
Ring Scotoma after Retrobulbar Neuritis.-FRANK W. LAW, F.R.C.S. Patient in early middle age. May 1942: Rapid loss of vision in the right eye; the signs pointed unmistakably to an acute retrobulbar neuritis, and neurological opinion (Dr. Behrman) found reason in the general examination and past history to confirm this diagnosis and attribute the cause to disseminated sclerosis. Vision was lost in five days and for ten days there was no perception of light; slow recovery occurred to counting fingers. Past history.-She had an attack of vertigo seven years before she developed the neuritis. The attack lasted several days and was accompanied by ataxia for two weeks necessitating her staying in bed. Such a history, Dr. Behrman adds, is by no means uncommon in disseminated sclerosis.
The visual field was examined by Dr. Behrman on four occasions between 1942 and 1946, and the usual picture of a large central scotoma was found, with visual acuity to correspond. On the last occasion, however, he found the scotoma to be Section of Ophthalmology of ring shape, with a central seeing island, and much improved visual acuity, and was kind enough to draw my attention to this; I had not seen the patient for six months; previously I had found the usual poor vision and large scotoma. Sister D. 4/2000 W. July 25, 1946 I examined her fully on July 25, 1946. The right pupillary reactions were illsustained, and the right disc pale. Vision was a full 6/5. There was no peripheral field loss, but the screen examination to 4/2000 showed a central ring scotoma, the seeing island being about 10 in size. There were also two unchartable seeing islands .of much lower acuity,-in the lower nasal part of the scotoma.
We have been able to find no reference to such development in a case of retrobulbar neuritis, and therefore considered it worthy of report. We attribute the result to recovery of a few central affected fibres, but the well-known vulnerability of the papillo-macular bundle makes the occurrence doubly interesting.
